PEDIATRIC IMMUNIZATION RECORD

Patient Name:

Date of birth:__ / /

Allergies or Reactions:
History of Chickenpox? YES or NO If yes, date if known:

Record #

Protect Our Futurel

T

Immunizel

] in| Ageat |VISForm Given . . .
Vaccine DateAdmin thtgt?me Manuf Lot Doseladminl Route| vEc|Provider Initialst** or
(circle correct vaccine) Mo| Day | Yr TypelMo| Yr | Abbr* | Number Site O Outside Provider Name
DT DTaP pTP 050c| 3 ma | M
DT DTaP DTP 05cc t; RRL M
DT DTaP pTP 05cc| [pra| M
; DTP LT RT
DT DTaP DTaP-Hib s 05cc| (a ga| M
DT DT&P DTP 050c| [ ka | IM
Td Td 050 | p mn | M
DTP
DTaP- HepB - IPV HepB 050c| A Ra | M
Polio
DTP
LT RT
DTaP- HepB - IPV HepB 05| o pa| M
Polio
DTP
DTaP- HepB - IPV HepB 05cc| ta R | M
Polio
Hep B HepB LA rA | M
Hep B Hep B '[TA ETA IM
Hep B HepB tTA E; IM
Hep B-Hib Heb 050c | LA A | IM
Hep B-Hib o 050 |(a ma | M
-Hi HepB LT RT
Hep B-Hib Hib 05cc| pga | M
Hib Hib 050 |y n | M
Hib Hib 0.5cc II:; ';L M
Hib Hib 050 | 5 mn | M
Hib Hib 0.5cc t; RRL IM
1PV Polio 0.5cc tTA RI;-;\ N
=Y, Foiio 050 | 5 a | R
1PV Polio 0.5cc t/z ';L N
. LT RT
1PV Polio 0.5cc LA RA N
MMR MR Rubeola VMR o5cc | x Rh | R
MMR MR Rubeola MMR 050C [ p on | R
Varicella Var vid [;afa | R
Varicella (age 13 and over) va vid [[R R0 | K
PCV7 Pov 05cc | p ki | M
PCV7 oY 05cc [ R0 | M
PCV7 LeY 05cc ;A Ra | 1M
PCV7 PCV 05cc t; FFQJA IM

** VIS Language given, if not English:

* Manufacturers: M = Merck; A = AventisPasteur; W =Wyeth; G = GlaxoSmithKline




*** PROVIDER INFORMATION

Screening date:

Screening date:

[] Patient is Native American and 1S dligible for VFC Program vaccines.

[ Patient is Underinsured and IS eligible for VFC Program vaccines at FQHC or RHC only.

Screening date:

Firs Name Ml Last Name Title Full Sgnature Initials
Tuberculin Test
DateAdmin|Test Type| Provider*** Provider*** | Results|Notes
Mo| Day | Yr |PPD|Tine | placingthetest|readingthetest
Vaccinesfor Children (VFC) Program Eligibility
Check (in pencil) the current VFC €ligibility status below:
[ Patient is privately insured and 1S NOT digible for the VFC Program.
Screening date; Screening date; Screening date:
] Patient is Medicaid enrolled and IS €eligible for VFC Program vaccines.
Screening date: Screening date: Screening date:
[ Patient is Uninsured and 1S eligible for VFC Program vaccines.
Screening date; Screening date; Screening date;

Vaccine DateAdmin| Ageat |VISForm Given| Manuf Lot Dosg Admin Route [VFC| Provider I nitials***
(circle correct vaccine) Mo| Day| Yr thetimeType Mol yr | Abbr* Number Site** or OutsideProvider
PPV23 PPV LA RA|IM SQ
PPV23 PPV LA RA[IM SQ
Hepatitis A Hep A DR M
Hepatitis A Hep A TN RILY
LT RT
Influenza Flu TN RLY
Influenza Flu TN LY

* Manufacturers: M = Merck; A = Aventis Pasteur; W = Wyeth; G = GlaxoSmithKline
** Sites: LT = Left Thigh, RT = Right Thigh, LA = Left Arm, RA = Right Arm




